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Background: Recent evidence suggests that the use of low tidal volume ventilation with the application of positive
end-expiratory pressure (PEEP) may benefit patients at risk of respiratory complications during general anaesthesia.
However current Australian practice in this area is unknown.
Methods: To describe current practice of intraoperative ventilation with regard to tidal volume and application of
PEEP, we performed a multicentre audit in patients undergoing general anaesthesia across eight teaching hospitals
in Melbourne, Australia.
Results: We obtained information including demographic characteristics, type of surgery, tidal volume and the use
of PEEP in a consecutive cohort of 272 patients. The median age was 56 (IQR 42–69) years; 150 (55%) were male.
Most common diagnostic groups were general surgery (31%), orthopaedic surgery (20%) and neurosurgery (9.6%).
Mean FiO2 was 0.6 (IQR 0.5-0.7). Median tidal volume was 500 ml (IQR 450-550). PEEP was used in 54% of patients
with a median value of 5.0 cmH2O (IQR 4.0-5.0) and median tidal volume corrected for predicted body weight was
9.5 ml/kg (IQR 8.5-10.4). Median peak inspiratory pressure was 18 cmH2O (IQR 15–22). In a cohort of patients
considered at risk for respiratory complications, the median tidal volume was still 9.8 ml/kg (IQR 8.6-10.7) and PEEP
was applied in 66% of patients with a median value of 5 cmH20 (IQR 4–5). On multivariate analyses positive predictors of
tidal volume size included male sex (p < 0.01), height (p = 0.04) and weight (p < 0.001). Positive predictors of the use of
PEEP included surgery in a tertiary hospital (OR = 3.11; 95% CI: 1.05 to 9.23) and expected prolonged duration of surgery
(OR = 2.47; 95% CI: 1.04 to 5.84).
Conclusion: In mechanically ventilated patients under general anaesthesia, tidal volume was high and PEEP was applied
to the majority of patients, but at modest levels. The findings of our study suggest that the control groups of previous
randomized controlled trials do not closely reflect the practice of mechanical ventilation in Australia.
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It is estimated that 783,000 patients undergo general
anaesthesia per year in Victoria, Australia [1]. In this
setting, mechanical ventilation is often mandatory to
support respiratory function. Despite its necessity, mech-
anical ventilation has many potentially detrimental effects* Correspondence: dharshi.karalapillai@austin.org.au
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article, unless otherwise stated.on lung tissue. In the context of critical care medicine,
ventilator induced lung injury can result from cyclic over-
stretching of aerated alveoli with high tidal volume ventila-
tion, from repeated opening and closing of peripheral
airways, from low lung volume associated with recruit-
ment and de-recruitment of unstable lung units, and
from the application of high airway pressures [2,3].
Whether short exposure to potentially injurious mech-
anical ventilation in patients with healthy lungs is suffi-
cient to initiate lung damage is a subject of controversy.tral Ltd. This is an Open Access article distributed under the terms of the
/creativecommons.org/licenses/by/4.0), which permits unrestricted use,
, provided the original work is properly credited. The Creative Commons Public
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mechanical ventilation is not known. In particular, uncer-
tainty exists with regard to the optimal tidal volume and
the need for and the optimal value of positive end expira-
tory pressure (PEEP).
Randomized trials support the use of a low tidal vol-
ume strategy and the application of PEEP in critically ill
patients with acute lung injury or acute respiratory dis-
tress syndrome (ARDS), who require prolonged mechan-
ical ventilation [4,5]. These findings suggest that it may
be physiologically logical and desirable to apply a similar
ventilation strategy to other patient groups such as pa-
tients undergoing intra-operative ventilation under gen-
eral anaesthesia. A recent randomized controlled trial of
patients at risk of respiratory complications undergoing
major abdominal surgery showed that a low tidal volume
strategy and the application of PEEP had clinical advan-
tages over standard care [6]. In the standard care group
of this study, the average tidal volume of > 11 ml/kg and
PEEP was not used. Furthermore, recently a large multi
centre trial in a similar cohort of patients compared a
low PEEP versus high PEEP strategy when combined
with a tidal volume of 8 ml/kg found no significant dif-
ference in the incidence of respiratory complications [7].
The relevance and external validity of these findings in
other health care systems remains unclear, as there is no
understanding or knowledge of current practice in other
developed countries such as Australia. We hypothesized
that anaesthetists in Australia would adopt a “conven-
tional strategy” of high tidal volume (i.e. 10–12 ml/kg)
with the application of PEEP. Accordingly, we conducted
a prospective multicentre audit to define current prac-
tice of intra-operative mechanical ventilation in the city
of Melbourne, Australia.
Methods
With ethics approval (HREC/14/Austin/260) and in ac-
cordance with the STROBE guidelines for observational
studies, we conducted a multicentre audit across eight
teaching hospitals in Melbourne, Australia [8]. These
included: The Austin Hospital, The Royal Melbourne
Hospital, The Northern Hospital, St Vincents Hospital,
The Alfred Hospital, Monash Medical Centre, The
Western Hospital and Box Hill Hospital. Five of these
hospitals were tertiary referral hospitals with individual
centres being statewide referral centres for liver trans-
plant, spinal injury, trauma, and cardiac and lung trans-
plantation. One tertiary centre and all secondary centres
included obstetric services. We collected data on all
adults (greater than 18 years) patients undergoing sur-
gery at two distinct time points (10 h00 and 14 h00), on
three consecutive days (28/8/2013 to 30/8/2013). At
these designated times, an observer entered the operating
room and obtained information regarding demographiccharacteristics, patient co-morbidities, type and predicted
length of surgery and details of intra-operative ventilation
including the patient-ventilator interface used, inspired
oxygen concentration, ventilation mode, tidal volume, re-
spiratory rate, use and amount of PEEP applied, and peak
inspiratory pressures. Treating anaesthetists were blinded
to the purpose of the study. Predicted body weight was cal-
culated as 50 + 2.3 [height(cm)/(2.54- 60)] for men and
45.5 + 2.3 [height (cm)/(2.54- 60)] for women [9].
We analysed the following subgroups i) patients who
underwent general anaesthesia; ii) patients whose venti-
lator interface was an endotracheal tube; and iii) patients
whose ventilator interface was an endotracheal tube and
who were considered at increased risk of respiratory
complications on the basis of age, type and duration of
surgery, emergency surgery and the presence of comor-
bid respiratory disease or recent respiratory infection
[10,11]. We excluded patients who underwent intracra-
nial surgery from this high-risk group due to concerns
about intracranial hypertension potentially influencing
ventilator settings (i.e. a low tidal volume strategy may
lead to hypoventilation, hypercapnia and increased intra-
cranial pressure).
Data handling and statistical analysis
Data were incomplete for 16.5% (n = 33) of outcomes.
Outcomes of interest included use of PEEP (of any
value) and tidal volume selected. Descriptive statistics
were tabulated for all patients receiving general anaes-
thesia, by method of airway management, by hospital
type, by individual site, and by high risk of respiratory
complications. Univariate comparisons of means, me-
dians or proportions, as appropriate, were performed.
Factors thought to be clinically important in deter-
mining the application of PEEP were considered for
multi-variable logistic regression analysis. Only patients
undergoing general anaesthesia requiring endotracheal
intubation and mechanical ventilation were considered.
Model variables considered included: age, sex, ASA
score, presence of significant respiratory disease, type of
surgery (e.g. emergency, general, cardiothoracic, neuro-
surgery), prolonged duration of surgery (>2 hours), type
of hospital (secondary or tertiary centre), height and
weight. To assess the robustness of the model, height and
weight were replaced with body mass index, and pre-
dicted lean body weight. The area under the receiver op-
erator characteristic curve (c-statistic, AuROC) and the
Hosmer-Lemeshow (goodness-of-fit) test were used to
assess model adequacy. Data are presented as odds ratios
(OR) with 95% confidence intervals (CI). A p-value < 0.05
was considered statistically significant.
To identify independent predictors of intra-operative
tidal volume in intubated patients undergoing general
anaesthesia, backwards multiple linear regression analysis
Table 1 Characteristics of study patients
Age in years 56 (42–69)
Male (%) 150 (55)
Height in cm 170 (162–176)
Actual weight in kg 75 (67–89)
Ideal body weight in kg 52.9 (IQR 48.6-58.6)









Respiratory disease (%) 73 (26.8)
Cardiac disease (%) 66 (24.3)

















Type of anaesthesia (%)
General anesthesia 262 (96.3)
Regional anaesthesia 10 (3.7)
Expected duration of surgery (%)
<30 mins 12 (4.4)
30-60 mins 56 (20.6)
1-2 hrs 82 (30.1)
2-4 hrs 79 (29.0)
>4 hrs 30 (11.0)
Unknown 13 (4.9)
Values are median (IQR) or number (percentage).
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ally relevant as independent covariates: height, weight,
age, ASA score, gender, presence of significant respira-
tory disease, type of surgery (emergency, cardiothoracic,
major abdominal, neurosurgery), prolonged duration
of surgery (>2 hours), and type of hospital (secondary
or tertiary centre). Data are presented as estimates
with standard errors, and β standardized coefficients.
A p-value < 0.05 was considered statistically significant.
SPSS version 20 (IBM, North Castle, NY, USA) was used
for all statistical analyses.
Results
Demographics
In a cohort of 272 consecutive patients from eight teaching
hospitals in the city of Melbourne, Australia, the median
age was 56 years (IQR 42–69) and 150 (55%) patients were
male. The most common types of surgery performed were
general in 86 (31.6%) patients, orthopaedic in 55 (20.2%)
patients and urological in 20 (7.4%) patients. Overall, 26
(9.6%) patients underwent intracranial neurosurgery. Pa-
tient characteristics are summarized in Table 1).
For the 262 patients undergoing general anaesthesia, an
endotracheal tube was used in 200 (76%) patients and a
supraglottic airway device in 41 (16%) patients with 17
(5%) of patients receiving facemask anaesthesia. One pa-
tient (0.4%) had a tracheostomy in situ and 1 (0.4%) patient
underwent rigid bronchoscopy. For the 200 patients with
an endotracheal tube, volume control mode was used in
146 (73%) patients, while 46 (23%) patients received pres-
sure control ventilation and only 2 patients received pres-
sure support ventilation. Mean Fi02 was 0.6 (IQR 0.5-0.7)
and median absolute tidal volume was 500 ml (IQR 468–
571). Median tidal volume per predicted body weight was
9.7 ml/kg (IQR 8.6-10.5). PEEP was used in 132 (66%) pa-
tients with a median value of 5 cmH20 (IQR 4–5). Median
maximum inspiratory pressure was 19 cmH2O (IQR
16–22). Details of ventilation during anaesthesia are
summarized in Table 2. For the 81 patients who were
considered at increased risk of perioperative respiratory
complications, the median tidal volume was 9.8 ml/kg
(IQR 8.6-10.7) lean body mass and PEEP was applied in
68% of cases at a median level of 5 cmH2O (IQR 4–5).
In tertiary hospitals the median tidal volume per pre-
dicted body weight was 9.7 ml/kg (IQR 8.9-10.8) and
120 of the 176 (66.3%) patients received PEEP at a me-
dian value of 5 (IQR 4–5). Results were similar in sec-
ondary hospitals with a median tidal volume of 9.9 ml/kg
(IQR 7.9-12.5) and 22 of 34 (64.7%) patients had PEEP
applied at a median value of 5 cmH20 (IQR-5-5.25).
Predictors of intra-operative PEEP use and tidal volume
On multi-variable logistic regression analysis, type of
hospital (OR 3.11; 95% CI: 1.05 to 9.23, p = 0.04) and
Table 2 Details of ventilation during anaesthesia
All patients N = 272 GA N = 262 GAETT =200 GA ETT High risk N = 81
Height (cm) 170 (162–176) 170 (162–176) 170 (162–175) 170 (162–175)
Absolute weight (kg) 75 (67–89) 75 (67–88) 78 (67–90) 79 (65–89)
Ideal body weight (kg) 52.9 (48.6-58.6) 52.9 (48.6-58.6) 53.8 (48.4-58.7) 54.3 (48.4-58.5)
Body mass index (kg/m2) 26 (24.4-30.8) 25.9 (23.4-30.0) 26.2 (23.8-31.2) 26.3 (23.4-31.1)
Patient-ventilator interface (%)
ETT 200 (73.5) 200 (76.3) 200 (100) 81 (100)
LMA 41 (15.1) 41 (15.6) 0 0
Mask 17 (6.3) 17 (4.5) 0 0
Tracheostomy 1 (0.4) 1 (0.4) 0 0
Nil (including rigid bronchoscopy) 11 (4.1) 1 (0.4) 0 0
Unknown 2 (0.7) 2 (0.8) 0 0
FiO2 0.60 (0.5-0.7) 0.60 (0.50-0.70) 0.60 (0.50-0.70) 0.60 (0.50-0.75)
Ventilation mode (%)
VCV 148 (54.4) 148 (48.9) 146 (73) 59 (72.8)
PCV 54 (19.4) 54 (20.6) 46 (23) 17 (21)
PSV 10 (3.7) 10 (3.8) 2 (1) 2 (2.5)
SV 47 (17.3) 37 (14.1) 0 0
Jet 1 (0.4) 1 (0.4) 0 0
Unknown 12 (4.8) 12 (4.6) 6 (3) 3 (3.7)
Absolute tidal volume (ml) 500 (450–550) 500 (450–550) 500 (468–471) 500 (475–578)
Tidal Volume (ml/kg lean body mass) 9.5 (8.5-10.4) 9.5 (8.5-10.4) 9.7 (8.6-10.5) 9.8 (8.6-10.7)
Respiratory Rate (b/minute) 12 (10–12) 12 (10–12) 12 (10–12) 11 (10–12)
PEEP Yes (%) 146 (53.7) 146 (55.7) 132 (66 %) 51 (63)
PEEP (cmH20) 5.0 (4.0-5.0) 5.0 (4.0-5.0) 5.0 (4.0-5.0) 5.0 (4.0-5.0)
Peak inspiratory pressure (cmH20) 18 (15–22) 18 (15–22) 19 (16–22) 19 (16–22)
Values are median (IQR) or number (percentage); GA general anaesthesia, GAETT general anaesthesia with an endotracheal tube, GAETT high risk: general
anaesthesia with an endotracheal tube with increased risk of respiratory complications, FiO2 inspired oxygen concentration, ETT endotracheal tube, LMA laryngeal
mask airway, VCV volume control ventilation, PCV pressure control ventilation, PSV pressure support ventilation, SV spontaneous ventilation, PEEP positive
end-expiratory pressure.
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were positive independent predictors of PEEP use,
while cardiothoracic surgery and neurosurgery were
negative independent predictors of the use of intra-
operative PEEP (Table 3). These relationships remainedTable 3 Multi-variable logistic regression analysis for use
of intra-operative PEEP in intubated patients undergoing
general anaesthesia
Received PEEP OR 95% CI p-value
Tertiary centre 3.11 1.05 - 9.23 0.04
Type of surgery
Cardiothoracic 0.19 0.05 - 0.70 0.01
Neurosurgery 0.26 0.08-0.91 0.04
Prolonged surgery (>2 hours) 2.47 1.04 - 5.84 0.04
AUC 0.76 (95% CI: 0.69 to 0.84); Hosmer-Lemeshow GoF, p = 0.84.
(OR Odds Ratio, CI Confidence Interval).unchanged when BMI and predicted body weight were
substituted for absolute weight and height in the model.
Height, weight and male gender were positive predictors
of higher tidal volume; ASA score was a negative predictor
of higher tidal volume (Table 4).
Discussion
Key findings
We conducted a prospective audit in eight teaching hos-
pitals in the city of Melbourne, Australia to determine
current ventilation practice during anaesthesia. We found
that, in mechanically ventilated patients under general an-
aesthesia, tidal volume was high (approximately 10 ml/kg
predicted body weight) and that PEEP was applied to the
majority of patients, but only at modest levels (approxi-
mately 5 cmH2O). In addition, we found that the type
of hospital and prolonged surgery were both positive inde-
pendent predictors of PEEP use, whilst cardiothoracic
Table 4 Multiple linear regression analysis for use of intra-operative tidal volume in intubated patients undergoing
general anaesthesia
Variable Estimates Standard error 95% CI β-co-efficient p-value
Male 49.17 12.66 24.16 to 74.17 0.29 <0.001
ASA score −23.57 9.79 −42.9 to −4.25 −0.16 0.02
Weight 1.15 0.28 0.60 to 1.71 0.28 <0.001
Height 1.38 0.67 0.06 to 2.7 0.16 0.04
(95% CI: 95% confidence interval of the estimate; β-co-efficient: standardised estimate expressed as standard deviations).
Figure 1 Histogram of the distribution of tidal volume expressed
as density of patients who underwent general anaesthesia with an
endotracheal tube (VT = tidal volume, ml =millilitres).
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dictors for the use of PEEP. Significant predictors of higher
tidal volume were gender, height, and weight. Furthermore,
even in patients at high risk of respiratory complications,
the average tidal volume was approximately 10 ml/kg lean
body mass and there was no difference in the use of PEEP.
Comparison with previous studies
To our knowledge, this the first multicentre study evalu-
ating intra-operative ventilation practices in Australian
teaching hospitals. A recent retrospective analysis of
over 200,000 patients from two institutions in the
United States reported similar findings with a median
tidal volume of around 9 ml/kg and PEEP use in approxi-
mately 60% at a median amount of 5 cmH20 [12]. Our
findings are also consistent with a subsequent retrospect-
ive study of over 29,000 patients from a single centre in
the United States who reported a similar median tidal
volume [13].
However, in a multicentre study of a mixed surgical
population in France, the frequency of PEEP use was
only 19% [14]. Predictors of the use of PEEP in our study
included surgery in a tertiary hospital and expected pro-
longed duration of surgery. The former suggests that the
use of PEEP may be institution specific. Interestingly, in-
creased weight did not predict the use of PEEP, a finding
that contrasts with other studies [13]. Predictors of the
absence of PEEP in our study included patients undergo-
ing cardiothoracic surgery and neurosurgery. The omis-
sion of PEEP in patients undergoing neurosurgery is
logically explained on the basis of a potential exacerba-
tion of intracranial hypertension with PEEP. However
its omission from cardiothoracic surgery is of interest
given this group is considered at increased risk of peri-
operative respiratory complications [15]. One possible
explanation for this relationship may be that many of
our observations in cardiac surgery patients may have
been taken when ventilation was suspended whilst pa-
tients were on cardiopulmonary bypass. It is a common
practice for PEEP to be removed at this time to facilitate
surgical access.
The median tidal volume in our study was 500 ml,
which was also the most frequent tidal volume used
(Figure 1). This may be explained by the default settingfor tidal volume in volume control mode on many an-
aesthesia machine ventilators being 500 ml. In our study
the positive predictors of increased tidal volume in-
cluded male gender, height and weight. The association
of the latter two with tidal volume is similar to published
findings [14]. Male gender has been previously associated
with lower tidal volumes [14]. However in our study a
higher tidal volume was delivered to males, which was in-
dependent of their actual weight and height. This suggests
that anaesthetists may have set tidal volumes with an as-
sumption of a higher body weight in these patients, irre-
spective of their actual measured weight. One potential
explanation of the high tidal volume approach to ventila-
tion in our study may be that Australian anaesthetists cal-
culated tidal volume according to absolute body weight
rather than predicted body weight, even though predicted
body weight has been used to calculate tidal volume in pre-
vious studies of intra-operative ventilation [4-6,10,16-19].
Despite the necessity and frequency of intra-operative
mandatory ventilation, the optimal ventilator settings
with regard to tidal volume and PEEP are not known.
Previous recommendations have advocated a high tidal
volume strategy of 10–12 ml/kg predicted body weight,
citing reduced oxygen requirements and reduced inci-
dence of atelectasis as potential benefits [20]. It appears
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consistent with a traditional approach (10 ml/kg) as op-
posed to a low tidal volume strategy (6 ml/kg).
The benefits of a low tidal volume strategy first be-
came apparent in randomized controlled trials of critic-
ally ill patients with acute respiratory distress syndrome
[19-21]. A lung protective strategy (low tidal volume and
the application of PEEP) resulted in reduced mortality
and is now considered standard of care in these patients.
However, studies of a low tidal volume strategy in
patients without lung injury when mechanically venti-
lated under anaesthesia have yielded inconsistent results
[10,15,22,23]. On the one hand, low tidal volume strategies
have been associated with reduced lung and systemic in-
flammatory responses [24-26] and reduced respiratory
complications [27]. Moreover, experimental and clinical
studies have suggested that mechanical ventilation using
large tidal volumes could initiate lung injury in healthy
lungs [10,28-34] especially during major surgery with its
associated inflammatory response, which makes the lungs
more vulnerable to mechanical ventilation induced injury
[35-38]. On the other hand, many of these studies of low
tidal volume have used small patient populations or have
focused on different and not necessarily clinically relevant
outcomes [23]. This has led to significant controversy in
the literature with some authors suggesting that a low tidal
volume strategy is unnecessary in patients without acute
lung injury, citing the need for increased oxygen require-
ment, increased risk of auto-PEEP (due to high respiratory
rates), hypercapnia and atelectasis [22] as potentially
harmful effects [34]. In this regard, a retrospective
analysis of over 29,000 patients suggested the use of low
intraoperative tidal volume with minimal PEEP (4 cmH20)
is associated with an increased 30-day mortality when
compared to a more conventional ventilation strategy with
minimal PEEP [13]. The authors speculated that this
might have been related to an increased atelectasis.
Experimental evidence has linked this with increased bac-
terial growth and translocation and the development of
lower respiratory tract infections [39,40].
Recently, in a multicenter randomized trial, Futier
et al. investigated the effect of a low tidal volume strat-
egy in patients undergoing major abdominal surgery
who were considered at increased risk for perioperative
respiratory complications [6]. Their findings suggested
that a low tidal volume strategy with PEEP was associ-
ated with reduced need for postoperative ventilator as-
sistance. However, the standard care group included a
ventilation strategy with an average tidal volume in ex-
cess of 11 ml/kg and no PEEP [6]. Similarly in a study
performed by Servegnini and colleagues in major ab-
dominal surgery [27], a tidal volume of 7 ml/kg and
PEEP 10 cmH20 in conjunction with recruitment ma-
noeuvres was associated with improved postoperativepulmonary function tests, gas exchange, chest x-ray find-
ings and reduced pulmonary infections when compared
to a standard care group who received a tidal volume of
9 ml/kg and no PEEP or recruitment manoeuvres. How-
ever the absence of PEEP in the standard care arm of
both of these studies is not consistent with the Austra-
lian cohort of this study. Previous evidence suggests that
application of PEEP in itself may be lung protective in-
dependent of tidal volumes. PEEP may prevent atelec-
tasis [41], micro-aspiration [42], and decrease the need
for rescue therapies for hypoxia [19]. Low or absent
PEEP may increase shear stress and lung injury inde-
pendent of the absence of high plateau pressures due to
the cyclic collapse and tidal recruitment of lung units
referred to as “atelectatrauma” [43]. Previous work sug-
gests that the combination of a large tidal volume with-
out PEEP may itself induce injury in healthy lungs in
proportion to the duration of ventilation and promote
pulmonary complications [24].
A recent multicenter study by the PROVE Network
investigators directly compared the effect of a low
(<2 cmH20) PEEP strategy with a high PEEP strategy
(12 cmH20) in patients undergoing major abdominal
surgery [7]. A set tidal volume of approximately 8 ml/kg
was used in both groups. A high PEEP strategy did not
reduce respiratory complications. The authors suggested
a lack of efficacy for the prevention of respiratory compli-
cations with high PEEP when combined with a low tidal
volume strategy. However in this study a low tidal vol-
ume of 6 ml/kg as described in previous trials of protective
ventilation in acute lung injury and in previous intraopera-
tive studies was not used [4-6].
Implications for clinical practice
Given our finding of the frequent intraoperative use of
PEEP and its divergence from the standard care group of
the above randomized controlled trial by Futier et al. [6],
caution is required in the interpretation of such a study
and in its widespread application worldwide. It is pos-
sible that the absence of PEEP in the standard care
group may have been the critical variable. In the ran-
domized multicenter trial by the PROVE Network inves-
tigators [7], the study group was consistent with our
findings with respect to the use of PEEP. However the
amount of PEEP used was either significantly lower or
significantly higher than our findings. Currently no sig-
nificant differences in either postoperative lung function
or clinical outcomes have been demonstrated between a
high and a low tidal volume strategy in patients under-
going major abdominal surgery where both regimens in-
cluded the application of PEEP [22]. Thus, we suggest
that more studies are needed to understand whether a
low tidal volume approach is beneficial even in the pres-
ence of PEEP and to assess why, even after exclusion of
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not applied.
Strengths and limitations
Our study is the first to assess current practice of intra-
operative ventilation in Australian hospitals. It is pro-
spective and multicenter in nature and included data
from a representative sample of over 270 patients from
eight teaching hospitals. Whilst our study was performed
in a single city, our data included many anesthetists
from multiple hospitals and we think it is likely to be
representative of national practice in Australia. Treating
anaesthetists were blinded to the purpose of the study
and only the site investigator and, in some cases, the re-
search coordinator at specific sites were aware of the
conduct of the study.
A potential limitation of our study is that it did not ex-
clusively include patients who would be considered at
increased risk for postoperative complications. In addition
the types of surgery were diverse. However, we wanted to
study current practice across all types of patients and a
subgroup analysis of patients at increased risk for postop-
erative acute lung injury found that ventilator practice
was the same. We also performed an analysis excluding
patients who may have had PEEP or a low tidal volume
strategy excluded for other reasons (i.e. intra-cranial
neurosurgery). Despite this, the results remained similar.
Our study only evaluated ventilator settings at one time
point intra-operatively and this observation was assumed
to represent the ventilator settings for the duration of the
surgery. Potentially ventilator settings may have been al-
tered over the course of the procedure according to clinical
need after our data was collected.
Conclusions
In our cohort of mechanically ventilated patients under
general anaesthesia, tidal volume was high and PEEP
was applied to the majority of patients but at modest
levels. Our findings suggest that, in an Australian cohort,
a liberal tidal volume strategy in combination with mod-
est PEEP in selected patients is likely the most common
strategy for intra-operative mechanical ventilation and
that PEEP application is the dominant standard of care.
The findings of our study suggest that the control
groups of previous randomized controlled trials do not
closely reflect the practice of mechanical ventilation in
Australia. In this regard we suggest future clinical re-
search should compare “low tidal volume ventilation
with PEEP” to “standard volume ventilation with PEEP”.
This would allow direct comparison of a low tidal vol-
ume ventilator strategy to the current standard of care
ventilation practices we observed in this prospective
audit of ventilation practices during general anaesthesia
in Australian operating rooms.Abbreviations
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